SUMMARY Fever, leucocytosis, and pericardial and pleural effusions developed after the first postoperative week in a 56 year old man who had undergone aortic valve replacement. Four months later, coronary angiography showed bilateral proximal stenosis of the coronary arteries. In this patient post-pericardiotomy syndrome and subsequent coronary artery stenosis were thought to be associated and an immunological mechanism was suspected.
The post-pericardiotomy syndrome is a common complication after cardiac surgery.14 It is characterised by fever, leucocytosis, and signs of pericardial and often pleural reaction, frequently with effusion and pneumonitis, occurring or persisting after the first postoperative week. Although this syndrome has been well defined clinically, its aetiology remains unclear. The fact that this syndrome appears after the first postoperative week and is sensitive to corticosteroid therapy suggests that immunological factors are involved in its pathogenesis. The presence of antiheart antibodies and circulating immune complexes in sera of most cases supports this view. Previous studies have suggested that saphenous vein graft occlusion is more common in patients who develop the post-pericardiotomy syndrome after coronary artery bypass grafting.7 Pericardial adhesions involving the wall of the vein graft are thought to be responsible for the higher occlusion rate. 8 We describe a patient in whom postpericardiotomy syndrome developed after aortic valve replacement and in whom concurrent coronary artery occlusions required grafting. He was transferred to the surgical department for insertion of a Xenomedica A28 aortic prosthesis. The immediate postoperative course was uncomplicated.
Eight days after operation, however, the patient complained of progressive dyspnoea and retrostemal pain, and he had fever of 39°C. Auscultation showed reduced heart sounds and decreased breath sounds at the left base. Chest x ray findings showed an obviously enlarged cardiac silhouette, pulmonary congestion, a large left pleural effusion, and a small right pleural effusion. Echocardiography showed a pericardial effusion. The mitral and tricuspid valves were normal and no vegetations were seen on the prosthetic aortic valve. A ventilation/perfusion lung scintigram did not suggest a pulmonary embolism. Sputum, urine, and serial blood samples were culture negative. Serum enzymes (creatine kinase, creatine kinase MB, lactate dehydrogenase, and transaminases) remained normal. Fig. 1 shows the white blood cell count, temperature, anti-heart antibodies (determined by an indirect immunofluorescence method), and circulating immune complexes (determined by polyethylene glycol precipitation and the Clq method).
Because post-pericardiotomy syndrome was suspected salicylates (2 g a day) were started and continued for three weeks with excellent clinical improvement. 
